Cancer in the laryngopharynx.-The gravity of this problem is shown in the report for 1945 of the Clinical Research Committee of the British Empire Cancer Campaign which states that out of 384 cases of laryngopharyngeal cancer only 19 survived the fiveyear period. Similarly in 1946 the Holt Radium Institute, Manchester, reported that out of 220 cases 9 cases survived the five-year period. It is because the symptoms are insidious that presentation is often late and to many palliation is all that can be offered. The early symptoms may be no more than a mild pricking sensation in the throat and slight muffling of the voice or a "catch in the swallow". An enlarged gland may be the first manifestation in pyriform fossa growths in as many as 25 % of the cases. This symptomatology is in marked contrast to that of cancer of the vocal cords and is reflected in the expectation of cure.
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When choosing between surgery and irradiation as the method of treatment it is sometimes difficult to suppress a personal bias, but it is essential that each case should be considered individually and not as a member of a group. The histology of the neoplasm and its operability are decisive factors in the choice of treatment. When the tumour is found to be of a type known to be especially amenable to radiotherapy the choice must be irradiation. Such tumours will include lymphosarcoma, reticulosarcoma, lympho-epithelioma and basal-cell carcinoma. These are more common in the nasopharynx and oropharynx but when occurring in the laryngopharynx generally originate in the vallecular region. These tumours spread early to the glands and the entire lymphatic field must always be treated at the same time as the primary focus.
Secondary growths are occasionally encountered in the laryngopharynx and require irradiation. The following three examples were recently encountered: an oat-celled bronchial carcinoma in the pyriform fossa which presented as the first evidence of malignant disease; a papillary carcinoma of the thyroid invading the posterior wall in a man of 21 in whom the primary growth had apparently been successfully removed a year previously; and thirdly, an example of a multicentric growth showing as scattered nodules. This was seen six months after the removal of a minute carcinoma from the floor of the mouth.
The vast majority of tumours in the laryngopharynx are squamous-cell carcinomata and laboratory aids have not as yet superseded the clinical assessment in the decision as to choice of treatment. The grading of squamous-cell carcinoma as described by Broders may indicate the liability to metastasize but it appears to carry little weight to-day in the prediction of the response of the individual tumour to irradiation. Even serial biopsy under irradiation is not without its errors. Constant clinical observation during and after treatment seems to be the only means ofjudging its effect. This is a matter of the utmost importance and should be carried out by the radiotherapist and the surgeon consulting together.
Inoperability is an indication for irradiation of carcinoma but this is a relative term as "inoperable cases in some hands become operable". Apart from the general physical condition and temperament of the patient the glandular metastases usually determine operability.
Current opinion seems fairly agreed upon the lines of treatment in regard to the glandular metastases. A search for glands should always be made during the excision of the primary growth, even though none was detected on clinical examination. Where none is found and the excision is considered satisfactory, it is better to place reliance on post-operative observation than to embark upon immediate routine post-operative irradiation.
If the primary focus has been successfully treated by external irradiation through the gland fields but with failure to control the glands themselves these should be removed surgically if possible. The temptation to give a second course of therapy whilst they are still operable must be resisted. Thus whenever possible glandular metastases must be excised where the primary focus has been successfully treated, whether by surgery or irradiation.
Operations on the laryngopharynx are now largely standardized and during the last few years operative mortality has decreased with the introduction of chemotherapy and the antibiotics together with improved methods of anesthesia. Other aids, such as con-Proceedtngs of the Royal Society of Medicine 6 tinuous suction drainage and the use of semidigested protein foods to give a high concentration with tube feeding, may play a part. The surgery may be divided into two types: (1) Simple excision without serious loss of structure or function, i.e. lateral transthyroid pharyngotomy; (2) large mutilating operations in which structures are sacrificed, i.e. pharyngolaryngectomy.
There is an intermediate group in which plastic procedures are necessary to make good the excised portion of the pharynx and to restore function.
When the neoplasm has invaded the framework of the larynx so that its removal is required, as much of the pharyngeal mucosa as possible is left so as to join the oropharynx with the oesophagus, but the entire segment of pharynx may have to be removed with the larynx. Recent American publications have stressed the necessity of removing the hyoid bone and tongue tissue above it in some cases to reduce the chance of recurrence in the pre-epiglottic space-a point too often disregarded here.
Because of the advanced state of the disease and,poor condition of the patient when first seen irradiation and not radical surgery is the treatment more frequently applied. Furthermore, irradiation can be applied to almost every case, but this must not be taken to mean that irradiation is the only form of treatment for cancer of the laryngopharynx, a belief too prevalent to-day. Radiotherapists recognize that the response to irradiation varies at the different sites in the laryngopharynx and comparatively good response is expected in the vallecula, epiglottis and aryepiglottic fold but the black spots of the laryngopharynx are the pharyngeal wall, pyriform fossa and the post-cricoid region.
This clinical fact must always be taken into consideration when planning treatment and will naturally give bias towards irradiation in the favourable sites. It is in these same places with the exception of the vallecula that the more limited form of surgery may be applicable when the growth is small. The choice between such surgery and irradiation as a first line of treatment in these cases is a difficult one. Every aspect of each case must be weighed, the selection being highly individual and set rules cannot be applied. It is in these positions that a carefully watched therapeutic trial of irradiation may yield good results, especially when the growth is superficial and non-infiltrating. If a full course fails to produce complete disappearance of the cancer a second course will not produce a cure. It follows, therefore, that as soon as irradiation is thought not to be controlling the disease urgent consideration must be given to the possibility of radical surgery. This revision of treatment may supply the last and only chance of prolonging life, apart from a possible cure.
The formidable nature of the operation of median translingual pharyngotomy together with the fair expectation from irradiation rules out surgery for vallecular growths. It is rare for pyriform fossa and post-cricoid carcinomata to be suitable for local excision but when such surgery is possible it should be given every consideration on account of the unfavourable response to irradiation at these sites.
Once any carcinoma of the laryngopharynx is thought to have invaded the cartilage of the larynx, with the exception of the free portions of the epiglottis, it is best to give first place to surgery even though this means pharyngolaryngectomy. All these decisions are of course made in the light of the state of the lymphatic glands, &c. They should not be made by the surgeon or radiotherapist working alone but as a team in which consultation results in planned attack. Furthermore, observation after operation or radiotherapy forms one of the most important responsibilities which this team must undertake.
Statistics have been avoided as almost every individual case must in the end require a separate category and this makes comparison dangerous, but some figures must be quoted to appreciate the degree of success which may be obtained by surgery. Lionel Colledge was able to state in his Lettsomian Lecture, Medical Society of London, 1943, that 13 out of 39 patients (33%) were well ten years after lateral pharyngotomy and 6 out of 16 cases (37 %) for a similar period after pharyngolaryngectomy. These figures undoubtedly represent the peak to which this branch of surgery has been brought. Last year Orton of Newark presented to the American Laryngological Association a series of 51 cases of pharyngeal carcinoma in which surgery was the method of treatment and resulted in 27% of five-year cures.
In the British Empire Cancer Campaign already referred to there were 49 cases in which there were no glandular metastases or invasion of the adjacent tissues. Of these only 2 were subjected to radical surgery (pharyngotomy). The two cases which received surgery survived the five-year period and 6 out of the 47 which received irradiation (13 %).
The treatment of cancer of the laryngopharynx must be carried out by a team. The possibility of good surgical results in suitable cases must be remembered in view of the Cancer Act. If this Act means that patients are to be sent direct to the radiotherapist without the benefit of surgical opinion it will be a sad thing, but if it means consultation and following up by a team then we may reasonably expect improvement in results in the integrated use of the only two weapons at our disposal. R. S. Plicher: In 100 consecutive cases of cancer of the pharynx admitted to University College Hospital there were 70 men and 30 women. Men had a maximum incidence at 60-64, women at 50-54. In 29 women the growth was post-cricoid, in 1 woman and 70 men the growth was epilaryngeal. In the epilaryngeal group two sites are important, the pyriform fossa because of its frequence (42 cases), the lateral wall because it is the most favourable for conservative surgery (9 cases). Observations on the symptoms show further distinctions between the epilaryngeal and post-cricoid groups. Dysphagia was the first symptom in 11 women, but only 10 men. It was, however, the dominant symptom on admission in 25 women and 32 men, the average duration of symptoms before admission being eight months. Enlargement of cervical glands was the first symptom in 22 men, but only 1 woman. While it is true that the post-cricoid growth is less likely to be symptomless than one in the pyriform fossa and, therefore, more likely to be noticed before it has metastasized to glands, it also appears that the former metastasizes less rapidly than the lattbr. Even a large post-cricoid ca'ncer with over a year's duration may remain localized to the primary site. The distinction is important for in the epilaryngeal group it is often the glandular metastases that determine inoperability, while in the post-cricoid it is usually the local spread of the primary. Gland dissection should always form part of the surgical treatment of the epilaryngeal growth, but may sometimes be omitted in the post-cricoid. Common to the symptoms of both groups is the onset with some abnormal but trivial sensation in the throat. These sensations, which are variously described by the patients, were the first symptoms of the disease in 30 men and 13 women. Suggestive of cancer, when a patient complains of an abnormal sensation in the throat, is its definite localization and its persistence. Indirect laryngoscopy for any persistent localized discomfort in the throat is the most promising contribution to early diagnosis of cancer of the pharynx.
Of the 100 cases, 49 were judged to be operable-35 men and 14 women. Estimates of operability vary widely, but that this series is not a particularly favourable one is suggested by the need for emergency tracheotomy or gastrostomy, or both in 25 cases, apart from the use of these measures as part of radical treatment. Radical operations were completed in 25 men and 14 women with 9 operative deaths in the former and 7 in the latter. 4 men and 3 women survived five years or more without recurrence, the shortest observed period being five years, the longest 14 years. All operations were of the conservative type and the series includes no example of pharyngolaryngectomy. The chief cause of mortality was sepsis and none of the operations in the series was performed later than 1935 when the benefits of chemotherapy were not available. In addition to the cases treated surgically there were two survivals of five years or more after irradiation-both being operable cases. One of these had repeated local recurrences before five years and died of the disease. The total of five-year survivors out of the 100 cases was, therefore, 9 and of these 8 survived five years or more without recurrence.
The aim of the conservative operation devised by Wilfred Trotter is to remove the growth and to preserve the functions of the larynx and phiarynx. It is sometimes possible, particularly if the growth is on the lateral wall, to reconstitute the pharynx by simple suture of the defect, but usually a 2-stage operation with replacement by skin is necessary and incisions are planned with this in view.
For post-cricoid tumours excision of the whole circumference of the pharynx is usually necessary and to replace this the incision outlines a rectangular flap, with its free end in front, which will, at the second stage, be rolled into a tube. From the base of the flap the incision is continued up to the mastoid and down to the clavicle.
For the epilaryngeal tumours smaller areas of skin replacement are needed and flaps hinged on the mucocutaneous junction made at the first stage are adequate. The skin that is turned in at the second stage to form new pharyngeal wall should be taken from below the lower edge of the beard. The main skin incision for epilaryngeal growth should be a curved one across the neck just below the beard line. From the centre of this another incision can be made down to the clavicle. When the pharynx is closed no skin for turning in should be taken from above the transverse incision. After the skin incisions have been made according to the expected plan of reconstruction and flaps raised the next step is the gland dissection. The sternomastoid is usually retained and is sutured to the prevertebral fascia in front of the carotid sheath to afford the latter some protection from infection. To expose the pharynx, one-half of the thyroid cartilage is removed and sometimes half the hyoid bone. If the growth involves the thyroid the ala is not completely removed, but is left attached after division of the cartilage in the mid-line. The,;pharynx is opened at any convenient point at least a centimetre from the edge of the tumour as determined by palpation, and from this opening excision is completed with the pharyngeal aspect of t4e growth in view. If a post-cricoid growth encircles the pharynx separate openings must be made above and below. After excision of the growth mucosa is sutured to skin all round the defect, making a single stoma for an epilaryngeal growth and usually a double one for a post-cricoid. It is not always possible to determine operability until the pharynx is opened. If after opening the pharynx it does not appear possible to perform a conservative excision a pharyngolaryngectomy may be done with the first stage of reconstruction of the pharynx and the formation of a permanent tracheotomy.
Some details of the successfil cases deserve comment. In the first place all 5 epilaryngeal cases had involvement of cervical glands. In 4 the gland dissection was done at the same time as the pharyngotomy and in 1 four weeks before. The experience of this small series certainly lends no support to the opinion that if glands are involved radical operation is not worth attempting. In 3 cases the pharynx was closed by primary suture and in 2 a fistula was made and closed at a second stage. In spite of these successes with primary closure, Trotter's final opinion was that a fistula should always be made at the first operation as a safeguard against sepsis.
In 1932 Trotter published 6 other cases of survival without recurrence for five years or more-the longest being twenty years so that from one hospital we have knowledge of 13 successful radical operations. When one considers the perseverance of surgeons in other fields such as cancer of the cesophagus and lung it is surprising that so little is being attempted for cancer of the pharynx. The greatest obstacle to success in the past was infection, and in penicillin and sulphonamides we have the means of controlling this risk. In addition to chemotherapy there have been advances in the knowledge of anesthesia and nutrition which should further increase the margin of safety. The time is ripe for surgeons to apply these new resources to the surgery of cancer of the pharynx and to make fresh efforts to treat this distressing disease.
Gwen Hilton: Carcinoma of the pharynx.-In the Radiotherapy Department of University College Hospital during the years 1942 to 1946 inclusive, 89 cases of pharyngeal growths were seen.
Of these 89 cases, 7 were considered too ill for any form of treatment, and 6 were treated by surgery alone.
One great difficulty in comparing the results of treatment of cancer of the pharynx is that of the exact diagnosis of the site of the growth. In most of the cases seen, the growth was so advanced that the whole of one side of the oro-or hypopharynx was involved. A growth which is confined to the pyriform fossa or aryepiglottic fold, or a tonsillar growth which has not invaded the neighbouring tissues, is rarely sent for radiotherapy. Sometimes, however, as the growth shrinks under treatment, it is possible to be fairly certain of its actual site of origin. The cases have been divided up into those having growths arising in the oropharynx, the hypopharynx and the post-cricoid region. There were 16 cases with growths in the oropharynx, 63 cases with growths in the hypopharynx and 10 cases with growths in the postcricoid region. To give an idea of the extent of the primary growth they have been divided into two stages: Stage I included cases in which the growths were confined to the tissue of origin. Stage II included cases in which the growths had become diffuse and spread from their point of origin to involve other pharyngeal structures.
Only 13 cases of the whole 76 were included in Stage I. The remaining growths were Stage II. 'It was surprising to find that no glands were palpable in 17 Stage II cases although the primary had involved the whole or part of one side of the oro-or hypopharynx. In 25 of the Stage II growths, however, there were large masses of matted glands in the neck.
It is seen from this that most of the growths were advanced. They are a discouraging group of cases, only a small number of them offering even a chance of cure.
The usual duration of symptoms before the patient was first seen was three to four months, but a few patients gave quite long histories of twelve to eighteen months, and this raised the average duration of symptoms to six months. The duration of symptoms in cases with widespread growth was usually short, suggesting that in advanced cases the progress of the disease was more rapid from the beginning. A biopsy was done in 73 of the 89 cases. All the 16 cases where no biopsy was taken were advanced, and there was no doubt as to the clinical diagnosis. All the hypopharyngeal growths from which a biopsy was taken were squamous carcinomas, except one, in which parts of the section suggested a lymphoepithelioma.
The growth in the hypopharynx of one case which was demonstrated at the meeting was a fibrosarcoma. It was not included in this series, as the treatment was only carried out in 1947. The immediate response of this tumour to irradiation was good. The biopsies of tumours arising in the oropharynx showed not only the more usual squamous carcinomata, but also some tumours of lymphatic origin, under which term are included the reticulumcell sarcomata, the lymphosarcomata, &c.
The histological picture before treatment did not always help in the prediction of the response to irradiation. Histologically identical growths may respond differently to irradiation according to the tumour bed from which they arise. For instance, one sees cases of carcinoma of the tonsil which have extended a few millimetres into the base of the tongue. The response of the growth in the tonsillar fossa has been most successful, but the response, with identical dosage, of that portion of the growth invading the tongue has been poor, and active growth has persisted there. This difference in response can only have been due to the difference in the tumour bed.
With reference to tumours of lymphatic origin. Although there are not a large number of them it is important that they should be recognized as their treatment and prognosis are different from that of the squamous carcinomata.
Any of the members of the group of lymphomata, suchoas lymphosarcomata, reticulumcell sarcomata, may give rise to tumours in the oropharynx. They may cause diffuse enlargement of the tonsil similar to ordinary tonsillar hypertrophy. The tumour projects from the tonsillar fossa as arounded or irregular-shaped mass which may attain a considerable size.
At first the tumour does not appear to infiltrate the surrounding tissues. As the tumour progresses, it infiltrates the pillar and encroaches diffusely upon the soft palate. It may also extend into the base of the tongue. There may be superficial ulceration. The consistency of the tumour is harder than normal tonsil, but usually it is softer than carcinoma. The metastases in the cervical glands are comparatively soft and isolated in the beginning. They become fixed to surrounding tissues at a fairly early stage, but they are rarely adherent to the skin.
A lymphoma in the pharynx is only one manifestation of a generalized disease. The disease may remain localized in the throat for some months, or even many years, but sooner or later enlarged glands will appear elsewhere in the body, such as enlarged axillary or inguinal glands, or enlarged mediastinal or abdominal glands; or deposits may arise in the liver, spleen or bones. It is important to realize the-widespreading tendency of this growth from the very first. A complete examination of the patient should therefore be made. So often one is asked to treat a patient with a tumour in the pharynx and on examination one finds enlarged glands elsewhere in the body. Naturally it is useless to treat the tumour in the throat only.
(A table of the age-incidence in the 89 cases was shown.) Most of the patients were between 50 and 80 years of age. There were relatively few under 50. There were more males than females. 10 of the 20 women had post-cricoid carcinoma.
In deciding between operation or radiotherapy, all patients were seen by both the surgeon and the radiotherapist, and the various methods of treatment discussed.
Cases of cancer of the pharynx with an operable tumour can be treated and cured by the operation of lateral pharyngotomy or pharyngolaryngectomy. The majority of cases, however, referred to the radiotherapist are already inoperable; or if they have an operable tumour, their general condition is too poor to stand a big operation. During the last three years, any operable cancer of the hypopharnyx, including the post-cricoid cancers, was operated on if the patient was in a fit condition to stand an operation. The number of cases treated by surgery alone show how few were considered suitable for operation. Inoperable cancers of the hypopharynx were treated by radiotherapy. Squamous carcinomata of the oropharynx were treated in one of two ways. In a few cases part or the whole of the tumour was removed by diathermy and then X-ray treatment was given, and in the other cases irradiation alone was used. All tumours belonging to the malignant lymphomata group were treated by radiotherapy alone. We do not consider that they are suitable for surgery, since they are only one manifestation of a generalized disease, and we consider there is a risk of general dissemination of the growth if the tissues are cut into. These tumours are all radiosensitive.
Great care was taken in planning the technique of irradiation treatment, especially in estimating the extent of the growth. It is of utmost importance to know the limits of the growth, otherwise the area of irradiated tissue may be inadequate and parts of the growth may be untreated.
CEsophagoscopy and direct laryngoscopy are usually necessary to determine the full extent of the growth, and even then it may be impossible to pass the aesophagoscope beyond the growth and find the lower end. A lateral straight X-ray of the soft tissues of the neck either with or without barium in the pharynx or cervical cesophagus, and also tomographs may be of immense help, particularly in post-cricoid cancers.
One of the chief hindrances to the successful treatment of cancer of the pharynx is sepsis. Sepsis not only renders the growth more radioresistant, but makes the patient more likely to succumb to some infection of the lungs, such as bronchopneumonia. It is frequent for a frail elderly patient to develop a low-grade bronchopneumonia during the course of X-ray treatment.
Every means should therefore be taken to eliminate all septic foci in the mouth-teeth 9 447 should be removed and infected gums treated. Penicillin either in the form of lozenges, sprays or injections should be employed to deal with the infection on the growth itself. We often spend a week or more dealing with the infection before beginning irradiation, and find the time well spent.
In addition the general condition should be improved as much as possible. The cancer patients having radiotherapy require the same careful general treatment as do those having, for example, a partial gastrectomy. The medical and nursing care of the patient before and during the treatment is most important. Since the growth frequently causes great difficulty in swallowing, the patient is often thin, wasted and animic from lack of adequate nourishment. If solids cannot be -swallowed, a high calorie fluid diet must be given, and the vitamin content must be considered. If the patient cannot take adequate nourishment by mouth, a gastrostomy must be considered. This should be carried out before the treatment is begun, since it is unwise to interrupt a course of irradiation in the middle. Similarly, if a tracheotomy is indicated, it should be performed before beginning treatment. Any animia should be treated by full doses of iron, and in some cases by transfusion. The progress of patients often depends on building up their blood.
During the course of the treatment there is bound to be a severe reaction of the mucous membrane of the throat if adequate irradiation is given-and the patient will then need most careful nursing. Much can be done to alleviate the pain and soreness in the throat by giving tablets, such as benzocaine tablets, to suck before meals, or benzocaine emulsion to sip during the meals and aspirin sprays and gargles in between.
What benefit has the radiotherapy been to the patient? 15 out of the 71 cases which had a complete course of X-ray treatment are alive now. The average duration of life of the 71 patients was 18-4 months. The average duration of the 15 patients who are alive now is 36-6 months. The longest survival in this group so far is five years eight months. The growth in this case was confined to the epiglottis. It is interesting to note that the 3 cases in which the growth was confined to the epiglottis and aryepiglottic fold are alive. The longest survival period is five years eight months, the second four and a half years and the third two and three-quarter years.
The prognosis of the tumour of lymphatic origin, such as the lymphosarcomata and reticulum-cell sarcomata, which have infiltrated the surrounding tissues, appears to be better than the carcinomata when these have spread beyond the tissue of origin. One of the patients in whom the tumour had spread from the tonsillar fossa on to both pillars of fauces, the soft palate and down the pharyngeal wall has so far lived four years three months, despite the infiltration of the surrounding tissues. The section showed a stem-cell sarcoma.
The average duration of life of 18-4 months may not show a great prolongation of life, but I do not think one should only consider the duration of life of the patient when one is trying to assess the benefit which may be derived from any form of treatment; but one should also consider whether palliation is achieved and whether the patient is free from pain and able to work. We have only considered the disease to have been palliated by treatment when both the primary growth and the enlarged glands in the neck have undergone at least 50 % diminution in size, when the patient's symptoms have improved sufficiently for him to say that he really feels better and able to work, and has gained weight. In quite a large proportion of-the cases we did achieve palliation, but in a number it was short-lived, especially in many of the 25 cases which had a huge projecting mass of matted glands in the neck. The treatment-in these cases was a failure because the improvement was so shortlived. The average duration of life in these 25 cases was only 7-7 months. The mass of glands in the neck was greatly reduced in size, but a hard residuum usually remained which sooner or later caused severe pain, almost impossible to relieve. Only very occasionally did the matted masses of glands resolve completely. In such cases with extensive secondary masses in the neck, therefore, it does require considerable judgment to decide whether or not radiotherapy is worth while.
There is a second category in which this decision may also be difficult. That is when clinical cachexia is prominent and when the sepsis in the throat does not clear up with preparatory treatment. In the first place irradiation is never successful in the presence of uncontrolled sepsis and, in the second place, it is difficult to prevent lung infections which are apt to be fatal. Real palliation was, however, achieved in many of the remaining cases. Unfortunately one can rarely say beforehand from the clinical examination, plus the plain histology, that is without special cytological counts, whether or not the treatment will be successful. Lieut.-Colonel W. L. Harnett, { Medical Secretary to the Clinical Cancer Research Committee of the British Empire Cancer Campaign, contributed statistics showing the results of treatment in 511 cases of primary pharyngeal cancer, in which the survival rate in each stage of the disease was compared with the five-year expectation of life. It is hoped that this contribution will appear in full in the Journal of Laryngology and Otology, together with a complete report of the meeting.
